made by MEDLINE data which dated from 1960 to October 2001 using the following medical subject headings: (1) bone tuberculosis and pyogenic bacteria and (2) spine tuberculosis. This search revealed no such cases were previously reported.
CASE REPORT
A 52-year-old man presented with left sided gluteal swelling for 20 days duration. The swelling enlarged gradually. The condition associated with backache and fever. The patient had past history of gluteal swelling on the same side where an operation was done before 12 years. He had poor socioeconomic status. There was no past history of pulmonary tuberculosis. On clinical examination, there was a fluctuating mass on left side gluteal region. The size of mass was 10 X 15 cm. There were no signs of neurological deficit. There was no discharging sinus. The temperature was 38.5 oC when it was measured just before surgical operation. Laboratory investigations revealed ESR 75 mm/hr and Hb 12.4 g%. Plain lumbar spine X-Ray showed calcification of left psoas region. The patient was given ampiclox (ampicillin 250 mg + cloxacillin 250 mg) I.V. four times daily, Ibuprofen 400 mg T.I.D. and paracetamol 1000 mg T.I.D. The patient underwent surgical operation under general anaesthesia to evacuate the abscess in the gluteal region. After making an incision, a huge amount of purulent material was poured out where it was aspirated by syringe from a deep site. All infected and necrotic material was removed. No surgical interference was required to the infected spines because there was no vertebral collapse or extensive osteolytic lesion. The material was inoculated on aerobic, anaerobic, mycobacterial and fungal culture media. Direct Gram's stain smear revealed gram positive cocci. Whereas direct Ziehl-Neelsen stain revealed acid fast bacilli. tablishment of spine tuberculosis, the patient was placed on anti-TB chemotherapy with isoniazid (300 mg/day), rifampin (600 mg/day) and streptomycin (750 mg/day) for two months. This was followed by seven months of isoniazid and rifampin. The patient's condition improved afterward. DISCUSSION Aerobic, anaerobic, mycobacterial and fungal cultures; and direct Gram's and Ziehl-Neelsen stains, were made routinely as a part of study involving all types of osteomyelitis. This was performed without regard to the previous bacteriological culture. Therefore, the investigation is not guided by the provisional diagnosis of the case. However, mycobacterial culture or direct ZiehlNeelsen stain might not be done as a routine test in this case especially when there was positive results of pyogenic bacteria on culture and direct smear. These pyogenic bacteria were isolated before operation when a specimen was collected by needle aspiration. This misleading culture result would lead to exclusion of tuberculosis. There was no discharging sinus, so these pyogenic bacteria cannot be regarded as contaminants. Therefore, identification of pyogenic bacteria on routine culture or direct smear does not exclude the possibility of tuberculosis. On the contrary, tuberculosis is to be strongly suspected if direct gram staining shows neutrophils or pus cells without pyogenic bacteria or when aerobic and anaerobic cultures do not yield growth of any pyogenic bacteria [10] . However, these two isolated pyogenic bacteria in the present case are of low virulence. They may affect immunocompromised patients [11, 12] as happened in this case of chronic tuberculosis. They might be settled in devitalized tissue as a result of chronic tuberculosis that could be transmitted by bloodstream from the respiratory tract.
CONCLUSION:
Isolation of pyogenic bacteria by pre-operative syringe aspiration from an abscess may guide the clinician to disregard the possibility of spine tuberculosis. It is recommended, therefore, to made mycobacterial culture and histopathological examination for all suspicious cases even when there is positive culture of pyogenic bacteria.
